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MADISONVILLE HEALTH AND REHAB CENTEF MADISONVILLE, TN 37354
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N 000] inltlal Comments N Q0D
An annual Licensure survey and invesligation of
complaints #41857, #42318B, and #41744 was
conducted an 10/23/17 - 10/25/17 at Madlscnville
Health and Rehab Center. No heaith deflclencies
were cited under 1200-8-6, Standards for Nursing
Homes.
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